The outcome of anxiety and depression in primary care is not well understood. Recovery rates have varied between 25 and 70o/o reflecting different study designs, inclusion criteria and outcome measures (Blacker & Clare, 1987; Katon & Schulbery, 19921 . Precise guidelines for treatment are impossible with the current state of knowledge; some suggest litdc intervention is necessary from the general practitioner (GP) (c.g. watchful waiting - Coyne et al, 1995) while others emphasise the imponance of the detection and active treatment by the GP (Blacker & Clare, 1987; Ormel et al, 1993 : Simon et al, 1995 Ormel & Tiermens, 1995; Katon, 1995) . Further research is needed before deciding which patients require intervention and which will resolve spontaneously (Von Korff er al, 1987; Barren et al, 1988; Coyne et al, 1995) and randomised conrolled treatment studies need to be complemented with findings from naturalistic studies in order to complete the clinical picture of outcome of dcpression (Coryell et al,1994; Piccinelli & Vilkinson, 1994; Romana et al, 19951. Thc variables which may determine outcome are numerous, Chronic and severe disorders in primary care have a poor outcome (Kedward, 1969; Mann et al, 1981; Kessler et al, 7985; Parker et al, 1986; Ormel et al, 19901 . Severiry was the singlc mosr imponant predictor of outcome in naturalistic and treatment studies (Mann et al, l98l; ' Paykel er al, l988l . Duration of follow-up period of naruralistic srudies have varied from 20 weeks (Parker et al,19861 to 3.5 years (Kedward, 1969; Ormel et al, 1993) so rhc results may not be comparable with treatment trials using follow-up of six weeks to six months (Paykel et al, 1988; Scon & Freeman, 1992) .
Defining'recovering' as no longer being a'casc' at follow-up can produce a 5G-80% rccovery rate, whercas a multi-categorical measure, encompassing degrees of reduced psychopathology and residual disability, produced a recovery rate of lcss than 50% at 3.5 years (Ormell et al, 19931;  or 24"/o complete improvement (with 51% variable course) (Mann er al, 19871 .
The present study was designed to mcasurc the outcomc of anxicty and depressive disorders in primary care and assess the principal predictors of outcome. We included a variery of acute and chronic cases as they appear in thc GP's surgcry. We scrccncd all GP anenders because rclying on GP rccognition misses many patients with psychiatric disorder and biases the sample towards chronic disorders with a poor outcome (Kcssler et al, 19851 . Patients were followed-up over six months because we feared too many drop-outs during a one-year srudy in an inner<ity population with high mobiliry. Outcome was assessed in several ways.
Patients with anxiety and depressive disorders (DSM-III-R criteria; American Psychiatric Association, 1987) were includcd to observe whether diagrostic group was associated with outcome as the previous literature disagrees on this point (Mann er al, l98l; Ormel et al, 19901. It was predicted that life events and chronic difficulries would be more imponant than GP managcment in determining outcome when diagnosis, severity and chronicity were conrrolled.
METHOD
The srudy was bascd at a large inner<iry practicc, with 13 000 patients, nine GP principals and four GP trainees. The practice had an anached psychiatric social workcr, and visiring psychiatrist (using the liaison model) and a clinical psychologist at the health centre (Creed 6c Marks, 1989) .
Sclection of subjects
Srudy subiects were identified by a rwostage procedure. All surgery attenders, agcd 16 or over, completcd the General Health Questionnaire 28-item version (GHQ-28; Gbldb€rg, 1978) , while waiting to see their GP; those who scored ) 6, or who indicated curent treatrnent for 'nerves' undcrwent a psychiatric intcrvicw within a few days. Patients were only included in the study if they had sufficient symptoms for a diagrosis of generaliscd anxiety, panic or depressive disorder according to DSM-III-R criteria. The padents continued their usual tr€atment from the GP, who was not informed of the psychiatric assessment results, This method of selection included recent onset and chronic cascs.
Psychietrlc end rocld asscs3mGnts
In order to establish diagnosis, rhe patienc' symptoms were asscssed by a traincd doctor (K.S., C.R.) using the Psychiarric Asscssment Schedule (PAS; Dean et al, 19831 . Scveriry of disordcr was establishcd using the Hamilton Depression Rating Scalc (HDRS; Hamilton, 19671, and the Clinical Anxiety Scale (CAS; Snaith er al, 79821. At a separate interview social problems were ass€ssed by thc social research worker (S.W.) using the Life Events and Difficulties Schedule (LEDS; Brown & Harris, 1978) . Lifc events and difficulties were established for one year prior to the index consultation (irrespective of onsct of disorder).
All these measures were repeated at two follow-up interviews after six months. Psychiatric symptoms wcre establishcd for one month b€fore the follow-up interview (PAS, HDRS, CAS) and thc course of rhe disorder was established during the six months. Life cvents and difficultics during the six months were established at a separate follow-up interview. The padents also reponcd the details of any trearment they had received from the GP during thc study period.
GP menrgcmGnt drte
For each patient the GPs classified thc index consultation for its psychiatric and physical contcnt (Goldberg 6c Blackwell, 1970) , and stated whether any current drug ccatmcnt or psychological treatment was being employcd. At the end of the study pcriod the medical records wcrc examined, and, together with data recorded at the follow-up interview, the management of the paticnts' psychiatric disorder was classified as: (a) discussion"/counselling with the GP, (b) prcscription of psychotropic drugs, (c) referral to a psychiatrist, psychologist or psychiatric social worker, or (d) no apparent manaB€ment by the GP.
Scorcr and d.tr enelyrlr
Outcome of the psychiatric disorder after six months was assesscd using the following measures of outcome: change in the HDRS scores, changes in CAS scores, and reduction in indcx of definition (ID) level. With rcgard to HDRS and CAS outcomc was asscsscd in thrce ways -reduction in HDRS score, pcrcentage reduction and final HDRS scorc. With rcgard to changc in ID levcl rhe following three categories were dcfined: much improved (reduction of ID level to under five), somewhat improved (reduction of ID level by onc or more but still five or above), no change or worsc (the same or increased ID lcvel).
The LEDS interviews were rated in the usual way at a meeting of ratcrs who were blind to the psychiatric scorcs. Data are prescnted for events and difficulties for six months prior to entry and for six months prior to the follow-up interview (i.e. for rhc six months bewcen the rwo interviews). The usual ratings of the LEDS were madc including independence from the psychiatric illness, Results are prescnted as two summary scores: one for life events (Sunees & Ingham, 1980) and one for ongoing chronic difficulties using the method of Brown et al (1988) -severe difficulties receive a high score, mild difficultics receive a low score and the scorcs are added. High scores indicatc severe social problems and a reduction in the scores indicates an improvement in social problems.
Staristical significance of factors associated with severity of depression at first interview were assessed using the MannWhimey tesr or Spearman correlation cocfficient. Change in HDRS scores (between first and second interview) wcre calculated and compared in a similar way; absolutc reduction and perccntage reduction were uscd. In order to detcrmine which variablcs best predicted outcome at follow-up a series of multiple rcgtession analyscs w€re performcd using variables available at the index consultadon. These included demographic variables, previous medical and psychiatric history, duration and severiry of psychiatric illness, summary scores of cvents and difficulties and recognition and managemenr of the disorder by the GP.
A funher sct of analyscs was pcrformed with additional variables collected at follow-up. Thesc included reduction scores in lifc events and difficulties, and GP managemcnt in thc study at six months.
RESULTS
Over an l8-month period 267 surgery sessions werc screened; 1251 GHQ-28s wcre returned completed. Of thcsc, 571 (45%) scored greater than six but 114 patients spoke English with difficulry or were leaving the area soon and werc not invited for thc second stage of psychiatric scrcening. Of those cligible for a screening intcrview 61"/" (2771457) were interviewed. Nine parients who were psychotic and 86 with too few symptoms to fulfil DSM-III-R criteria wcre excluded. Thus, 182 patiena were identified with sufficient symptoms for a DSM-lll-R diagnosis: all these patients agreed to enter the study. The mean CHQ score for rhe 182 was slightly higher than for the 277 but there wcrc no significant differences for all other demographic and clinical factors.
One hundred and forty-eight (8f %) of the srudy subiects were successfully followcd-up. Of the 34 lost to follow-up, 2l left the area, 11 refused the second interview and two had incomplete data. These 34 subiects were not significantly diffcrent from thosc completing the study except that they had more alcohol problems (7/34 compared with 12./148). The study sample comprises the 148 pati€nts followed-up for six months.
Two-thirds of the study group were women, and the mean age was 35 years, (range 15-78 years); 58 (39%) were single, 57 {39%1, married or cohabiting and 33 (22"/"1 were widowed or divorced. Sixtyseven patients were employed (including 17 students), 17 were houscwives, 15 retired, and 48 were unemployed either through lack of work or ill hcalth. Social class defined by last or spouscs' employment was: profcssional and intermediate 45 (30%) skilled manual'and non-manual 69 (477o), semi-skilled and unskilled 34 (23%1. Scvenry-six paticnts had no acadcmic qualifications; of the remaining 72, 34 had a degree or higher qualification. Fifteen of the group were born outside the UK.
By chance, 74 patients had malor depressivc disorder and 74 patients had generalised anxiery or panic disorder. lnitial PSE ID levels were one (1%) at ID level 3, 15 (10%) at ID 4, 82 (55%l at ID 5, 45 (30%) at ID 6, five (3o/"1 at ID 7. Initial median HDRS score was 12 (interquanile range 9-15). ln 66 (45%l of parients the disorder had percisted for six months or more at the index consultation, in 32 l22o/"\ it was greater than one ycar.
At the first intervicw, a significantly higher HDRS score was recorded for patients who were uncmployed, had no close confidant (Table 1) and had a high social difficulties scorc (Table 2) ; othcr demographic and clinical features were unrelated to initial HDRS score (first column Tables I and 2 ).
Fectors $3oclatcd wlth outcomc
At follow-up, the median HDRS score had dropped to five (interquanile range 1-10). A significant reduction in dcpression score (columns 3 and 4 in Tablc 1). More scvere The reduction in deprcssion scorc was (i.e. clinical improvement) during rhe study deprcssion was sigrificanrly associated with not significanrly associated with severity of six months was significantly associatcd with greater reduction in score (column 3, Table  lifc events and social difficulries at thc time younger age, being employed, highcr cdu-1) but not pcrccntage reduction; the reverse of the initial consultation, but it was cational level and a more recent onset wes true for presence of a close confidant. significandy associated with thc reduction of both life evenrs and difficulties during the study period (Table 2) . Percentagc reduction in dcpression score was sigrificantly (negatively) corclatcd with the initial difficulry score and positivcly correlated with the reduction of both life events and difficulties over the srudy pcriod (Tablc 2).
Multlplc ncgrcslon .n.ly3ir
The first multiple regression analysis uscd variables available at the initial asscssment to predict reduction in HDRS scores. Forward stepwisc sclection of variablcs was uscd, wherc the single bcst variable ar predicting reduction in HDRS was choscn firct, then the single variable which added the most information in addirion to thc first, and so on until improvement was no longer significant at the 57o level. High initial HDRS scorc, higher educational level and current employmcnt were associated with greater rcducrion in HDRS scores (adiusted R2=23.5%). The addition of any of the remaining 13 variables known at thc index consultadon did not significantly improve on thcse prcdictions. Thc second analysis included thc 21 variables known at follow-up, that is including change scores of scveriry of difficultics and Featment variables; the single bcst predictor was reduction in social difficulties during the study six months and thc next three variables werc the same as bcforc (adiusted R2=33.2%).
Sincc it was pcriblc that reduction in social difficultics, for cxample retr.rn to work, might simply rcflccr improvement in psychiatric symptoms, the multiple regression analysis was repcated including only thosc social difficultics that wcrc known to be indepcndent of the change in psychiaric illncss (e.g. continuing poor housing condirions). The same predictors emerged as bcfore, Tlueenuaners of the chronic diffculties cxpcrienced by thesc patients rcmained at the same level (i.e. samc score) at follow-up as at the initial interview. For thosc that changed, the ovcrall percentagc changc is shown in Table 3 ; improvement in deprcssion was associated with improvcmcnt in chronic social difficulties in all arcas cxcept moncy and lonclincss, It can bc scen that the clearest differences berween improvcd and nonimproved subiects werc in the areas of closc relationships (spousc, socio'sexual), work and housing difficultics. The proportion of subjects experiencing a lifc evcnt, which cither neutraliscd a previous severe life event or reduced a difficulry was 19t79 (24ohl of improvers and7l69 (107o) of non-improven (t'=4.004, d.f.=l, P<0.05)' There was no difference in the (small) proponion of patients cxperiencing frcsh stan events.
Gcncrel pr.ctitionGr m.nrtcmcnt Table I indicates that recognition and managemcnt by the GP wcre associated with more severe disorder. GPs werc most likely to recognisc and managc the more scvcrcly depresscd subiects (median HDRS scorc 13 compared with ll).
In 93 parients the psychiaaic disorder was recogniscd and acdvely managed as follows: 30 patiens by discussiory'counsclling without drugs, 25 rcated by the GP with psychotropic drugs, and 37 paricnts werc referrcd to thc specialist scrvices (27 with psychotropic drugs and 10 without). An analysis of covariance was carried out to determine whetfier there werc any group differcnces in improvcment aftcr accounting for group diffcrenccs in age, inirial scvcrity of depression and reduction in social difficultics: the differcnce bcrween the groups was sitnificant (P:0.035) with greatest reduction in the patients managcd without psychotropic drugs and rcferred to mental health scrvices (principally psychologists and psychiatric social worker). lrast improvement occurred in thc two grouPs receiving psychotropic drugs (Fig. 1) .
Addltionel mcasunr3 of outcomc
Thc analyscs were repcated using percenage reducrion in HDRS scorc, raw HDRS scorc at follow-up, reduction in CAS scores and change in ID levcl (data not shown). Thc pancrn of associarion bcnrecn thc demographic, psychiatric illness and social factors was almost identical to thosc presented for reduction in HDRS: reduction in chronic difficultics, educational level, cmployment status, family history of psychiauic illness and reduction in (Surtees) Life Events Adversity Index were the significant variables related ro outcomc (furthcr details available from the author upon request).
Anxlety and dcprrsslon
Thcre was no difference in outcome for anxiety and depressive disorders: 35 out of 74 and 43 out of.74 had definicly improved at follow-up (t'=0.98, NS). Scparate multiple regression analyses for anxiery and dcpressive disorders (using CAS and HDRS scorcs, resp€ctivcly) produced similar results to those for the toul group. For the 74 patiene with anxiety disorders, regression analysis for reducrion in CAS rore using variables known at initial intervicw sclected the same variables as mentioned above (17.8% of the variance was explained by initial CAS score and duration of disorder).
Using variables known at follow-up 28.8% of the variance was explained by two variables: reduction in events score and initial CAS score. For the 74 deprcsscd patients, multiple regression on reduction in HDRS predicted 41.72"/" of the variance: redrrtion in chronic difficulties (adiusted R2=22o/"1, educational level (33.6%), initial HDRS xore 137.02o/") and unemployment 41.7o/o. For patients with a disorder of greater than six months' durarion, there was no difference in outcome beween anxiery and depressive disorders (42% of each improved) but for patients with a disorder of less than six months, 29 out of 41 paticnts (71%) with depression improved, compared with 21 out of 40 (52%) with anxiety. The difference bcrween these four groups was sigrificant (/=8.1, d.f.=3, P=0.043).
DtscusstoN
The aim of this study was to identify the facton most closely associated with outcome of anxiery and depressivc disorders in general practice. The study required a rcpresentative sample of such disordcrs among routine GP anenders, standardiscd measurcs of psychological, social and reatment variables and a suitable statistical analysis. Separatc psychiatric and social intervicws were uscd to avoid any bias or contamination, A number of methodological considerations need to bc considcred bcfore discussint the results in detail.
Semplc
The current srudy recruited patiena with both anxiery and depressive illncsscs bccausc these conditions overlap in gcncral practice patients (Von Korff et al, 1987; Ormel et al, 1990; ' Sartorius et al, 19931 . Thc scverity of psychiatric disorder was similar to other studies including pati€nts with 'depression requiring treatment ' (Paykel ct al, 1988) , but milder than that included in some trcatment trials (e.9. Scon 6c Freeman, L9921. Likc Karlsson at al (1995) and Von Korff e, al (19871 we found an identical proportion of anxicty and depression.
The recruirment and follow-up rates in this srudy were similar to thosc srudies which havc used a comparable method. Thc patients lost in the sampling process had GHQ scores slightly lowcr than thosc included, so our sample was represcntarive of the more scverely ill patients seen in general practicc.
Factors ilsociat€d wlth outcomG
The principal results from the regression analyscs are clear. Using data available at initial assessment, scverity of disordcr was the best predictor of reduction of symptoms ovcr thc study six months, Using data available at the follow-up, the single bcst predictor was reduction in social difficulties, which remaincd an imponant predictor even when independent difficulties alone were considcred. Like Brown et al (79881 andGeorge et al (1989) wc found that qualiry of close relationships was vcry closcly related to outcome. Howcver, we did not find that fresh start evcnts wcre associatcd with recovery (Brown a al, 79881-this may reflect the fact that the currcnt sample was of GP aaendcrs, not a communiry sample and, in addition, the present results do not examin€ social data in relation to precise time of improvement, Low educarional level also emcrged as an impoftant predictor; a similar result was found in the Epidcmiological Catchment fuea study but only beforc severity of disordcr and previous psychiatric history were controllcd (Sargcant et al, 19901 . The authors suggestcd that less well educated persons have more prcvious dcpression and more prolong,cd episodcs,
GP menegcmcnt
The GPs were not informed of the psychiatric and social asscssments and the study involvcd linle alteration to the practice routine so the GPs usual rreatrncnt was unlikcly to have bccn altercd. The rate of rcferral to specialist agencics (25"/ol was The effect of change in social difficulties, initial severiry of dcpression and dcmographic factors are so powerful in determining outcome that they swamp any effect of GP management. The effect of the latter can therefore best be observed by the results shown in Fig. l , when these factors were controlled.
Division of paricnts into groups according to scverir/ (Fig. 1) helps to clarify previous data concerning outcome. For example, the conflicting studies of the efficacy of psychosocial treatments in primary care (Brown & fthulbcrg, 1995) , including the role of the clinical psychologist in primary care, probably reflect different selcction of paticnts. The response of acutely ill and chronically ill patients may affect thc results of treatment trials (Corney, 1981) .
Like Coyne et al (19951and Dowrick & Buchan (1995) , we found that GPs werc more likely to recognise psychiatric disorder whcn it is more severe; undetccted disorder is more frcquently missed but stands a highcr chance of spontaneously improving.
Ormel ef al (19901 found recognition of disorder was only relatcd to improved outcome in those padents who had a low PSE score ( < 10). lt is possible that the benefits of incrcascd recognition in milder cases need to be distinguished from the benefis of improved treatmenr of recogniscd (severe) cascs, if rccommendations for the treatment of depression in primary care are to be effectivc. The small numbcr of patients in the currcnt sody who were referred but without drug tr€atment (mostly to psychiatric social worker and psychologist) had mild disorder, which responded particularly well to treatrnenr.
It appears that the GPs in the prcscnt study were using psychotropic &ugs in thc patients most likely to bcnefit from antidepressants, that is thosc with an HDRS score of 13 or more (Paykelet al,l988); rhcsc fi patients continued to have depressive s)'mp ll toms throughout the six monrhs. No detailed \ data regarding drug dosage were collected. This study has demonstrated the complexiry of this arca of research and the findings must bc regarded as preliminary; however, it has several implications for rhe design of intervention studies in primary care. The sclection of subiects is crucial. The proponion with acute and chronic disorder may dctermine the result. Anothcr study has suggested that patients with depression cLrhttc A L ti,lF!_$* ATt$r.ts il A***ssnr*lr('*id<:prr,ltt*$ tr! Sllrxt,\f y qa$rr th*tixJ rsil*dr.dr:rr:r*n *r tirlsrrJcr astd a:a*rliK*,J rcrciir! di{firrrlti** ,}$ th*se *lny pr*drrr *ill(*r}\$.
I lrlf*rvi'!ltr{}rl ctri**es erf priltt*ry c;rr* sh*uld irgsr)$& ${rtc$tnc oniy after c*ntrnllinp, i1;r ,:, 1r3l Se,*flrt:1r tn.J ilrr,:il lrty C{ Clri$fdCr I $pe*ilic ht*lp r*,,rlh rr,':l*l ;rr:*:lb:lcnrr, wr[lr *r uitlr*ilt .tr!rrriup,"e$'rtntr, rlrorrlrJ b{:rrr ercl{:ilir,}l fr,nu{'* $f trt:rrm*nt gf drprt}ssrn* in prnnilry *ar'i: lasting for more than four months have a much slower rcsponsc rate and thar this critcrion should be incorporated into the design of antidepressant treatment trials (Coryell et al,19941. Funher rescarch is needed to essess whcther spccific treatmcnts are beneficial for anxiery and depression in primary care. Even if treatment with antidepressants is used (Paykel et al,19881 , our data indicatc that help with social problems is vcry relcvant as rcduction of marked social difficulties is the main cod€late of improvemcnt in anxiery and depression.
